What is important in diagnostic imaging is the ability to link patterns or numbers to clinical outcomes. While "a pretty picture is worth a thousand words" holds true, the 5 general rules for a diagnostic test to be clinically useful are: to be feasible for most patients, to be noninvasive (including absence of ionizing radiation), to be consistent between and within observers, to be cost-effective, and to be linked to clinical outcomes. Cardiac magnetic resonance (CMR) generally fulfills most of those criteria and is probably cost-effective in the assessment of RV function, for this it is widely perceived as the reference method.
RV ejection fraction provides substantial functional and prognostic information (1, 2) . This, until recently, could only be determined by CMR or radionuclide angiography with some accuracy. Twodimensional echocardiography cannot assess RV ejection fraction and instead, several other surrogate has reported that he has no relationships relevant to the contents of this paper to disclose. More recently, studies using myocardial strain of the RV have shown that RV systolic strain is a powerful predictor of clinical outcome of patients with known or suspected pulmonary hypertension (19, 20) . This is potentially a breakthrough method considering the thin-walled RV, which could be challenging to assess with any imaging modality.
More recently, we used 3D strain in patients with pulmonary arterial hypertension and found that reduced area strain (AS), longitudinal strain, and circumferential strain were all associated with increased mortality risk (21). The new measurement of AS had strong associations with RV ejection fraction, whereas only AS was an independent predictor of death on multivariable analysis, suggesting the superiority of 3D-derived AS over other variables.
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